Better late than never.
The authors reported on the potential detection of bisphosphonate osteonecrosis of the jaw (BP ONJ) using bone scintigraphy. They performed planar bone scintigraphy and SPECT in 22 patients with stage 1 to 3 BP ONJ and postulated that SPECT will detect BP ONJ lesions and provide prognostic information.
Apart from the very limited number of patients and sample power, there is something missing in the interpretation of results, which, in my opinion, ought to be resolved.
Bone scintigraphy as such, including SPECT acquisition, represents a surrogate parameter reflecting osteoblasts' activity by tracer uptake in ROI. This is, in turn, the hallmark of osteomyelitic changes or a sign of reparative process after trauma, surgery, and bone remodeling.
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Although the pathogenesis of BP ONJ is not yet completely understood, it is assumed that this condition is related to alteration of bone remodeling because of the inhibition of osteoclast function and bone turnover. 5 Taking these aspects into consideration, the findings presented in this study are ''nonspecific'' in the sense of not being related to osteonecrosis, which is ''invisible'' by bone scintigraphy, but to the more or less associated osteomyelitic lesion or reparative process. This is, at the same time, the simple explanation of the inhomogeneous distribution of scintigraphic findings among the 3 groups, namely the lesions induced various types of inflammatory and reparative changes in the affected bone.
I found the article by Van den Wyngaert et al very interesting; apparently, the reviewer did so too. However, I missed this critical aspect in the discussion and had to make up for the readers of Clinical Nuclear Medicine. 99m Tc-MAA is related to the particle size of MAA (usually 30Y50 Km), which is larger than the size of the capillary. When the particles infused into the hepatic artery, they distribute according to blood flow and are trapped on first pass in the arteriolar-capillary bed of the liver. Therefore, the 99m Tc-MAA hepatic arterial scintigraphy can help to determine the possibility and amount of extrahepatic perfusion by intrahepatic infusion of 90 Y microspheres, which gives rise to systemic toxicity.
The report by Hsieh et al, 2 introduced on the interesting image, had demonstrated visualization of the portosystemic collateral circulation with 99m Tc RBC scintigraphy and it is natural because of the localization mechanism of 99m Tc RBC in blood vessels. The case report by Chernyak et al 3 visualized focal tracer uptake at the abdominal wall with 99m Tc-MAA scintigraphy. It might be possible by 99m Tc-MAA accumulation in a small area of the abdominal wall by its possible blood supply from the patent hepatic falciform artery.
Owing to the localization mechanism of the 99m Tc-MAA particle, the particles which arrived at paraumbilical vein should flow away to next arteriolar-capillary beds.
Therefore, an uptake mechanism of the 99m Tc-MAA at the recanalized large paraumbilical vein on the SPECT imaging of the interesting image is not obvious and hard to be conjectured. Readers of the interesting image might be more curious about the reason of MAA retention in the paraumbilical vein, and hopefully, it will be answered or suggested by the authors. L ima et al 1 presented a 74-year-old man who showed extensive ischemia associated with cardiac arrest during exercise stress myocardial perfusion scintigraphy (MPI). The authors concluded that MPI after cardiac arrest is able to illustrate the pathophysiology of cardiac death.
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To expand further on this point, we would like to add a rare experience in which MPI was able to show the consequence of cardiac death during cardiac arrest. This is a 48-year-old woman who was referred to our department to be assessed for coronary artery disease. She had been hospitalized because of diabetic foot. She also had a history of hypertension.
